Introduction
It should come as no surprise that the majority of our 'key leaders' in cardiovascular nursing are not full Professors. Those who have reached this most honour-1 able and influential of academic positions are more likely than not to have titles that do not specifically allude to Cardiovascular Nursing. A search of the world-wide web will reveal that, although there are a number of 'Schools' or 'Departments' devoted to Cardiovascular Nursing (predominantly in the United States), there are very few 'Chairs of Nursing' devoted to this increasingly important speciality, and that these are predominantly 'personal' Chairs based on highly qualified individuals.
If new initiatives to create Chairs of Cardiovascular Nursing, funded by national organisations and with a wide scope of influence in Canada and Australia are adopted in other countries, this situation may change over the next few years. A key question, of course, is do we actually need Professors of Cardiovascular Nursing? This paper briefly reviews the reasons why we, as a distinct arm of the nursing profession, should be aiming to create a new generation of Professors devoted to the nursing care of patients with cardiovascular disease.
Why do we need Chairs in Cardiovascular Nursing?
If one were to measure the impact of cardiovascular disease in developed countries on the basis of the proportion of specific Chairs in Cardiovascular Nursing to the overall number of Nursing Chairs it might be reasonable to expect cardiovascular disease to be an obscure illness that afflicts few, and if present, in a minor way. The reality, of course, is much different with cardiovascular disease states, including acute myocardial infarction, stroke and heart failure, having a major impact on morbidity and mortality rates in developed countries w1x. Although age adjusted, cardiovascular mortality rates are declining with the introduction of more effective pre-NB: A Professor in this article refers to someone with an appoint-1 ed Chair in Nursing rather than, for example, someone who is a university lecturer and is called 'Professor' (e.g. as in the United States). vention and treatment modalities w2x, we should be under no illusion about two key facts:
1. The proportion of elderly individuals with chronic cardiac disease within the general population is likely to increase dramatically in the next decade or so; and 2. The treatment (regardless of whether it involves genetic manipulation or insertion of miniaturised mechanical devices) for acute and chronic cardiac disease states is also likely to become increasingly more complex rather than more simple during this period.
These two interrelated trends have major implications with respect to the scope and influence of nursing practice. The first implication, of course, is that the number of patients who require nursing care for a cardiovascularrelated illness, particularly one that is chronic, will continue to increase. One has only to examine the professional expansion of nursing into managing heart failure w3x as testament to this fact. The second major implication is that nursing will have to keep pace with some major changes in pharmacological treatments and applied technology w4x. Although the goal of most treatment strategies is a 'cure', we are likely to see more of the same palliative treatments that prolong a patient's life rather than cure them of their heart disease (e.g. we currently rely on CABG and PTCA with stent implantation to treat rather than cure ischaemic heart disease).
Such trends will require the consolidation of pre-existing nursing roles (e.g. acute coronary care nursing and cardiac rehabilitation) and the creation of new roles, both at the point of prevention (e.g. co-ordinating pre-natal and childhood education classes and providing genetic counselling) and the end of life (e.g. providing palliative care to patients with end-stage cardiac disease) w3x. Despite the obvious 'need', it is unlikely that such positions will be created for cardiovascular nurses without an appropriate research basis that demonstrates costeffectiveness (the first component being an all-consuming imperative for health care administrators in recent times) and educational basis to ensure that enough appropriately trained and effective nurses are available to fulfil these roles.
We have already seen many changes in the scope and practice of cardiovascular nursing in the past decade. However, we should acknowledge that this change has been predominantly directed by medical practitionersy academics in a paternalistic fashion. This, of course, has occurred because there are few individuals in cardiovascular nursing who are able to provide academic leadership and direction to the whole profession on behalf of that profession. It would be dangerous, as a profession, to assume that the recent progress we have made (particularly in relation to heart failure) will continue-especially if we were to rely on other health professions who have their own interests and agendas.
It is in this respect that we should look to the examples set by two of the Editors of this journal-Professors Bengt Fridlund and David Thompson. Both have contributed enormously to cardiovascular nursing in Europe maintaining high educational and research standards and mentoring a new wave of cardiovascular nurses with higher research degrees and the potential to expand the horizon of cardiovascular nursing. If we are to build upon their pioneering work, however, we need to take the next step by creating dedicated Chairs in Cardiovascular Nursing that acknowledges that cardiovascular disease is a major cause of morbidity and mortality and that cardiovascular nursing represents a specialist discipline within the whole nursing profession.
Creating these dedicated Chairs could be viewed as a symbolic gesture, particularly if the number of overall Nursing Chairs remains static. However, if we accept that the scope of Cardiovascular Nursing has expanded and needs to further expand to meet the needs of the countless numbers of future patients with cardiac disease who would be better served being cared for by highly trained nurses applying state-of-the-art clinical practice, then we should be agitating for this major imbalance to be corrected as soon as possible.
The solution
It is time for cardiovascular nurses to insist that their professional practice and standing is acknowledged in a tangible way-both within the 'ivory towers' of academia, and more importantly, within the public forum. A good start would be for nursing representatives to approach Heart Foundations (or their equivalent) in each country, and following the vision of the National Heart Foundation of Australia, for example, elicit their support for at least one dedicated Chair in Cardiovascular Nursing. It's time to challenge the rhetoric and platitudes of support from such bodies into action. Yes, it is a nice title, but it's also a very necessary development in the evolution of this extremely important discipline.
